Parameatal Urethral Cyst
Sir, Penile cystic lesions are an uncommon but important aspect of dermato-venereology outpatient care. We present a case of parameatal cyst (PMC), a rare congenital anomaly and often a poorly understood condition. The earliest descriptions for the same were given in 1919, by Ohno, a Japanese urologist. [1] The first report in English literature was made by Thompson and Lantin, in 1956 . [1] Only <200 cases have been reported since then, [2] much of the literature being from Japan and/or in non-English journals. [1] A 23-year-old uncircumcised male presented with the complaint of a cystic lesion on penis, first noticed by his mother in early infancy, now causing cosmetic concerns. There was no history of trauma, sexual discomfort, disturbance of urinary stream, dysuria, urethral discharge, or oozing from the cyst. There was no other relevant medical history. On examination, a solitary, nontender, translucent cyst, 8 mm in diameter was noted on the ventral aspect of glans, close to the external urethral orifice [ Figure 1 ]. It had smooth lining and was fully covered with mucosa. No other pathology was detected in scrotal, perineal, and perianal regions. Urological examination, including urography and cystourethroscopy, was normal.
Urology referral was sought, and cyst was excised. The histopathological examination showed a monolocular cyst lined with stratified columnar epithelium with no evidence of inflammation. A diagnosis of PMC was made. There were no postoperative complaints. No recurrence was evident at 3-month follow-up period.
Median raphe cysts are the developmental cystic anomalies, that present along ventral midline; anywhere from the urethral meatus to the root of the penis, involving glans, foreskin, or penile shaft and onto the scrotum and perineum. [3] When they develop close to the meatus, they are also referred to as PMCs. [4] PMCs have been reported under varied terms, including paraurethral, genitoperineal, mucoid and urethroid cysts, and hydrocystoma/apocrine cystadenomas. [5] The cysts, most likely, arise from ectopic urethral mucosa, sequestered in the penile skin during embryological development of the male genitalia during fetal life.
[2]
The mechanism is not clearly understood. However, the theories proposed for their pathogenesis suggest an origin from: (1) the persistence of cystic spaces, during the process of preputial separation from glans; [6] (2) urethral epithelial remnants left secondary to incomplete fusion of median raphe; [3] (3) outgrowths of urothelium after primary closure of the raphe; [3] (4) ectopic periurethral glands of Littre; [3] and/or (5) from blockage of paraurethral ducts which may occur secondary to infection or trauma in some cases. [6] The last theory has been most widely accepted, given the consistent location of the cysts in proximity to the meatus and their variable time of onset. [1] The epithelial lining correlates with the histology in different portions of the male urethra, and has been classified into four types: (1) urethral type (55.4% of cases) with stratified columnar, cuboidal, and/or transitional epithelium, the most common type, [1] arising from proximal urethral cells; (2) epidermoid type (5.4%) with nonkeratinizing squamous epithelium, from distal urethral cells; (3) glandular type (3.4%) with mucous cells, from periurethral glands; and (4) mixed type (35.7%) with more than one type of epithelium. [7] Besides these, the ciliated epithelium is a rare finding, thought to arise from a metaplastic change or the paramesonephric ducts. [3] Another apocrine-like epithelium has been described, giving the possibility of rare ectopic glands as the origin. [3] The cysts are usually present since birth but tend to manifest in adolescence or adulthood. [2] Most lesions are asymptomatic, however, pain, difficulty in micturition,
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hematuria, difficulty in having sexual intercourse, and secondary infections have been reported in some cases. [7] The cysts are not usually associated with other genital abnormalities. [1] The presence of malignant transformation, although exceedingly rare, has been reported. [8] PMCs have to be differentiated from other well-described dermatological conditions that can occur on genitalia such as epidermoid cysts, dermoid cysts, steatocystoma, glomus tumor, lipomas, and cysts of lymphatic origin; which can all be excluded by their characteristic clinical and histologic features. An epidermoid cyst is lined by keratin-producing stratified squamous epithelium and may contain keratin debris. In addition, true cysts should be distinguished from pseudocystic lesions such as urethral diverticulae and pilonidal cysts or sinus tracts, which have also been reported in the penis. Urethral diverticulae are outpocketings of the urethral canal and communicate with urethra, unlike the cysts. [3] The preferred treatment of choice for PMC is complete excision of the entire cyst wall followed by primary closure. [1] Recent times show a growing concern among the general population toward skin problems, causing cosmetic concerns even when they are asymptomatic. Dermato-venereologists must, therefore, be acquainted with the different types of penile nodulocystic lesions, their characteristic clinical and histological features, nonsexually transmitted nature and the recommended methods of treatment.
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